The study aimed at investigating the prevalence of intimate partner violence (IPV) and its associated factors among male and female university students in 22 countries in Africa, the Americas and Asia. In a cross-sectional questionnaire survey, data were collected from 16979 undergraduate university students, 49.3% male and 50.7% female, with an overall mean age of 21.8 years (SD=3.4). Of 7032 (41.9%) students who had been sexually active in the past 12 months, 16.3 % reported ever having experienced physical or sexual IPV, 15.4% among men and 17.2% among women, physical IPV was 11.3% among men and 10.4% among women, and the proportion of ever having experienced sexual IPV was 9.3% among men and 11.3% among women. In multivariate logistic regression analyses, among both men and women, sociodemographic factors (senior study year, living in a low or lower middle income country) and risk factors (history of childhood physical and sexual abuse, made someone pregnant or had been pregnant, having had two or more sexual partners in the past 12 months, current tobacco use and having PTSD symptoms) were associated with physical and/or sexual violence victimization. High burden of IPV was found and several factors identified that may help guide intervention efforts. Keywords: partner violence, undergraduate students, sociodemographic factors, risk factors, protective factors, multi-country.
Introduction
Intimate Partner Violence (IPV) includes any behaviour that causes physical, psychological or sexual harm within an intimate relationship 1 , one can be a victim or perpetrator of IPV 1 .IPV is an important public health problem globally and in low-and middle-income countries 1, 2 , and has negative health implications, which may include sexually transmitted infections, injury, unintended pregnancy, poor mental health, and addiction [2] [3] [4] [5] [6] [7] [8] . In a study utilizing the Demographic and Health Survey in 30 low-and middle-income countries, an overall prevalence of 29% of young ever-
African Journal of Reproductive Health March 2016; 20 (1): 30
marrried/cohabitating adult women (20-24 years) reported lifetime physical or sexual IPV 2 . IPV is increasingly becoming a public health problem among young persons and male and female university students [9] [10] [11] . Among university students in high income countries, e.g., in Finnland 42.0% reported physical violence 12 in Poland 34.3% of females and 28.4% of males reported sexual aggression victimization 13 and in Spain 15.2% of females reported lifetime genderbased violence victimization 14 . Among university students in low-and middle-income countries, e.g., in Chile 31% of women and 21 % of men reported exposure to sexual violence 15 in China the rates of being the victim of physical assault and sexual coercion were 18.0% and 5.1%, respectively 16 in Nigeria (females) 44 .1% reported life-time prevalence of IPV 17 46 .7% sexual violence 18 and 22.8% and 22.2% of students experienced physical and sexual violence, respectively 19 in Russia 25.5% were the victims of physical partner violence and 24.1% were sexually coerced in the previous year 20 and in Uganda 10%, with no significant gender differences, had exposure to physical partner violence 9 . Individual-, family-, and contextual-level factors may contribute to IPV 9, 21 . These may be conceptualized as sociodemographic, individual risk factors and protective factors [21] [22] [23] . Sociodemographic factors for IPV among university students may include, female gender (although some report similar proportions of IPV between females and males) 16, 20, 24, 25 earlier year of study 18 being single 17, 19 and residing in a campus residence 19 . Individual risk factors for IPV may include childhood physical or sexual abuse or other prior victimization as well as history of interparental violence 17, 18, 25, 26 substance use (alcohol and tobacco use) 17, [27] [28] [29] posttraumatic stress disorder (PTSD), depression, and suicidal behaviour 14, 16, 24, 30, 31 and sexual risk behaviour, including sexually transmitted infections (STI) and HIV [32] [33] [34] . Protective factors may include lack of peer and parental social support 22 lack of life satisfaction 20, 24 high religiosity 35 low perceived control 36 lower Gross national income but not family income 37 . There is a lack of information on IPV among male and female university students in Africa, the Americas and Asia. Therefore, this study aimed to investigate the prevalence of IPV (physical and sexual violence) and its relationship with sociodemographic, risk and protective factors among male and female university students in 22 countries in Africa, the Americas and Asia.
Methods

Study setting, design and sample
This cross-sectional study was part of a larger investigation of a range of health behaviours in university students, and was conducted with a network of researchers in participating countries (see Acknowledgments). The country selection was a convenient sample, with targeting a large spread of countries in Africa, Asia and the Americas. The questionnaire utilized for data collection was developed in English, then translated and backtranslated into languages (Arabic, Bahasa, Chinese, Filipino, French, Lao, Thai, Turkish) of the participating countries. In each study country, undergraduate students were surveyed in classrooms selected through a stratified random sample procedure (one university department randomly selected from each faculty as a primary sampling unit, and for each selected department randomly ordered undergraduate courses). Informed consent was obtained from participating students, and the study was conducted in 2013. Participation rates were in most countries more than 90%. Ethics approvals were obtained from all participating institutions.
Study Instrument
Partner violence victimization was assessed with two items: 1) "Have you ever been hit by a sexual partner?", and 2) "Have you ever been forced to have sex?" Response options were 'yes' and 'No'. These items were adapted from the Conflict Tactics Scale 38 . Sociodemographic factors included age, gender, year of study, marital status, residential status and subjective socioeconomic family background 39 .
Risk factors
Childhood abuse was measured with two items: 1) "Have you ever been physically abused as a child?", and 2) "Have you ever been sexually abused as a child?" Response options were 'yes' and 'No' 40 .
Sexual risk behaviour and reproductive health
Items included 'How many sexual partners have you had in the past 12 months?' 'Condom use consistency with the primary partner in the past three months.' 'Alcohol use in the context of sex was assessed for in the past three months.' 'Have you ever been diagnosed with a sexually transmitted infection?' 'During the past 12 months, how often did you and your partner use any method of birth control?' Pregnancy history was assessed with the question, "Have you ever made someone pregnant/been pregnant?' 41, 42 .
Tobacco use was assessed with the question: Do you currently use one or more of the following tobacco products (cigarettes, snuff, chewing tobacco, cigars, etc.)? Response options were "yes" or "no" 43 .
Post traumatic stress disorder (PTSD).
Breslau's 7-item screener was used to identify PTSD symptoms in the past month 44 . Participants who scored four or more were considered to have a positive screen for PTSD 44 . (Cronbach alpha= 0.75). The Centres for Epidemiologic Studies Depression Scale (CES-D: 10 item) was used to assess depressive symptoms 45 . Scores 15 or more were classified as severe depressive symptoms 45 .
(Cronbach alpha= 0.74).
Protective factors
Self-rated health status was assessed by a single item, "In general, would you say that your health is…Excellent, Very good, Good, Fair or Poor" 46 Life satisfaction was elicited with one question, "All things considered, how satisfied are you with your life as a whole?" Response options ranged from 1= Very satisfied to 5= Very dissatisfied 46 . Intrinsic religiosity (or subjective religiosity) was assessed with three items of The Duke University Religion Index (DUREL) 47 
Data analysis
The data were analysed using IBM SPSS (version 22.0). Stratified analysis was done for male and female university students. The proportion of sociodemographic factors, risk factors and protective factors was calculated as a percentage. Logistic regression analyses were conducted with STATA to calculate the crude odds ratio (OR) with 95% confidence interval (CI) to determine the associations between the potential determinants and IPV. All variables that were statistically significant (P < .05) in bivariate analyses were included in the multivariable model. Predictor variables were entered in a single step. The country was entered as the primary sampling unit for survey analysis in STATA so as to get accurate CIs, given the clustered nature of the data.
Results
Sample characteristics
Of the total sample of 16979 undergraduate university students from 23 universities in 22 countries, 7032 (41.9%) reported to have been sexually active in the past 12 months, 49.3% male and 50.7% female, with an overall mean age of 21.8 years (SD=3.4). Of those who had been sexually active in the past 12 months, 16.3 % reported ever having experienced IPV (physical or sexual partner violence), 15.4% among men and 17.2% among women. The proportion of ever having experienced physical partner violence was 11.3% among men and 10.4% among women, and the proportion of ever having experienced sexual partner violence was 9.3% among men and 11.3% among women. A large variation in IPV prevalence among sexually active students by country was found, from 7.4% in Mauritius to 47.9% in Cameroon in the African region, from 6.2% in Table 2 ).
Associations with IPV prevalence among men and women
Multivariate logistic regression among male university students found that sociodemographic factors (in the second and fourth year of study, residing away from parents or guardians on their own or on campus, coming from a wealthier family background, and living in a low or lower middle income country), risk factors (history of childhood physical and sexual abuse, made someone pregnant, having had two or more sexual partners in the past 12 months, current tobacco use and having PTSD symptoms), and lack of protective factors (poor life satisfaction and low social support) were associated with physical and/or sexual violence victimization (See Table 3 ). Multivariate logistic regression among female university students found that sociodemographic factors (in the fourth year of study and living in a low-or lower middle-income country), risk factors (history of childhood physical and sexual abuse, having been pregnant, having had two or more sexual partners in the past 12 months, alcohol use in the context of sex, current tobacco use, having depressive and PTSD symptoms), and lack of protective factors (poor subjective health status) were associated with physical and/or sexual violence victimization (See Table 4 ). 
Discussion
The results of this large study among university students in 22 countries found that by the age of 21 years, 16.3% of sexually active (15.4% among men and 17.2% among women) reported ever having experienced IPV (physical or sexual partner violence). These prevalences seem to compare with several previous studies among university students, e.g. in China 16 and Uganda 9 and were somewhat lower to what was found in Chile 15 , Nigeria [16] [17] [18] , Russia 20 and in the International Dating Violence (IDV) Study in 21 mainly high income countries 24 . A large variation of IPV prevalence among sexually active students by country was found, ranging from 7.4% (6.7% for females) in Mauritius to 47.9% (51.5% for females) in Cameroon in the African region, from 6.2% (6.5% for females) in Venezuela to 22.6% (23.5% in females) Grenada in the Americas region, and ranging from 1.6% (1.6% in females) in Indonesia to 45.4% (54.7% in females) in Kyrgyzstan in the Asian region. Compared to the previous IDV study 24 , this study also found lower rates of physical and sexual partner violence in China (27.2% physical violence and 15.4% sexual violence victimization, compared to 4.3% and 2.2%, respectively, in this survey), India (35.5% physical violence and 18.6% sexual violence victimization, compared to 2.9% and 2.9%, respectively, in this survey) and Singapore (18.4% physical violence and 23.7% sexual violence victimization, compared to 3.8% and 7.5%, respectively, in this survey) 24 . It is possible that the use of the Conflict Tactics Scale with a number of items assessing various forms of violence in the IDV study compared to having only two broad violence questions in this study contributed to higher prevalences of IPV in the IDV study. A lower variation and a higher prevalence of physical or sexual partner violence (29.5%, compared with 17.2% in this survey) was found among population-based national samples in evermarried/cohabitating young adult women (slightly older, aged 20-24 years) in 30 low-and middleincome countries 2 . Regarding the country variation, compared to the population-based study 2 , this study found similar prevalences of IPV among women in Cameroon (43.7% in the DHS and 51.5% in this survey), Nigeria (16.5% and 15.1%) and the Philippines (15.9% and 15.4%, respectively), while higher rates in the DHS compared with this study were found in Columbia (30.5% and 9.4%), and India (34.8% and 2.9%) 2 . Some of the country differences in IPV may be attributed to cultural norms, substance use, and other forms of violence 2, 19 . Health care providers should be aware about the high prevalence of physical and sexual partner violence and its health consequences in university students, especially in study countries (Cameroon and Kyrgyzstan) that are disproportionately affected by IPV, providing both prevention and survivor support 2 . Regarding gender differences, generally, the proportion of ever having experienced physical partner violence was higher in men than in women, and the proportion of ever having experienced sexual partner violence was higher among female than male students, however, this was not significant. In most study countries, there were no significant gender differences in terms of physical and sexual IPV. In three countries (Barbados, Columbia, and Ivory Coast) IPV was significantly higher in female than male university students. Moreover, in university students from Kyrgyzstan physical partner violence victimization was significantly higher in women than men, and in Thailand sexual partner violence victimization was significantly higher in male than in female students. These findings are in concordance with previous studies indicating similar proportions of IPV between females and males, and a preponderance of female gender IPV victimization, especially sexual violence victimization 16, 20, 24, 25 . This study found that being in a higher study year at university was associated with a higher prevalence of IPV, which may be explained by the possibility that at older ages more sexual partnerships are engaged into than at younger ages or earlier study years. In agreement with another study 19 , this study found, among men, that living away from parents or guardians on campus or off campus on their own was associated with IPV. It is possible that more freedom of living on their own may be related to increased IPV. Unlike some previous studies 17, 19 , this study found, among women that being married was associated with IPV in bivariate analysis, and among men that having greater family wealth was associated with IPV.
In terms of risk factors, this study found in multivariate logistic regression analyses, in agreement with a number of studies 14, [16] [17] [18] [24] [25] [26] [27] [28] [29] [30] [31] , that having experienced childhood physical and sexual abuse, tobacco use, alcohol use in the context of sex, PTSD symptoms and depression symptoms were associated with IPV. In addition, sexual risk behaviour (having had two or more sexual partners in the past year) and having a history of an STI in bivariate analysis was found to be associated with IPV. Similar results were found in previous studies [32] [33] [34] . Alcohol use in the context of sexual activity may reduce the ability to avoid violence 17, 51 . Some studies found that although male and female university students may be exposed to similar rates of IPV, but IPV impacted more negatively on females than males in relation to mental health 52 . In this study poor mental health in terms of PTSD symptoms were in both men and women associated with IPV, while poor mental health in terms of depression symptoms was only among women and not men associated with IPV. Moreover, the study found that male students having made someone pregnant and female students having been pregnant were associated with higher IPV victimization. The increased vulnerability of pregnant women to IPV has been reported 53 . There is also the possibility of increased unwanted pregnancy in the context of IPV 54 , but this was not assessed in this study.
In relation to protective factors, men that have low life satisfaction and low social support and women with low perceived health status were associated with IPV. Similar results were found in previous studies 20, 24 . Low personal control and high religiosity was, in agreement with some other studies 35, 36 , associated with IPV. When designing strategies to prevent IPV protective factors such as improving life satisfaction, overall subjective health, social support and increasing perceived control may be important to incorporate. In agreement with a previous multicountry study 37 lower Gross national income, but not family income among women was associated with IPV.
Study limitations
This study was only conducted in one or two universities in each country, the results are therefore not necessarily generalisable to other parts of each country. Furthermore, only participants who were studying at a university were included, which means that those who were not in a university were excluded. The cross-sectional design of the study does not allow for any causal conclusions regarding the direction of independent variables and IPV. Moreover, the assessment of exposure to violence was limited to two questions, while more details about the nature and context of IPV 55 should be assessed in future studies. A further limitation of the data was the low sexually active rates in some study countries (<15% in China, India, and Philippines), limiting the sample sizes and estimates.
Conclusion
The findings show a significant burden of partner physical and sexual violence among undergraduate university students across 22 low-and middleincome countries. The current study identified sociodemographic variables, risk factors and protective factors that can help guide IPV prevention, intervention and support programmes for university students in this important developmental period.
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